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ABSTRACT 

Intended for researchers in the health ■anpo.wer 
f.ield^ thisr booklet contains abstracts of books and joarnal arti::les 
on health aatipower published over the past eighteen aOnths and a, 
report of a study of the Center for ftedicail Banpower Studies. The 
booklet begins, with two pages that list ten health manpower 
indicators involTing costs> patient admissions, and numbers of health 
perisoaiier. The next section, "Tt^e Harket for' Hiddle Echelon Health 
Care Administrators^ (BEHCA^)', describes a $±ud; conducted to assess 
the potential eiployaent op^port unities of HEACAs in hospitals, 
long^teri facilities, and ambulatory facilities in the 
Boston^Caibridge area. It includes projections of demand for AEBCAs 
and the impact of^ational health insurance on these projections. The 
abstracts section includes two-page abs^tjracts of 'fire books ("The 
Onion Epidemic, *| "Health Banpower Information for Policy Guidanca," 
"The Manpower. Problem in Rental Hospitals," **A Spy in the House of 
Medicine, " and f^Physician Productivit]^ and the Depand for Health 
Manpower**), and one- to t«o-page abstracts of fourteen articles.' Some 
representatiTe titles are "An Overriew of Primary Health. Care,"' 
"ProductiTity of Romen Physicians," and "The Role of Hew Health 
Practitioners in a Prepaid Group Practice*" Jklist of the 
serenty-seven journals searched for the abstracts is included. 
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EDITOR'S NOTE 

This experimental issue abstracts books, 
general articles and technical papers in the 
field of health manpower. .All abstracts 
included are of published materials over the 
last (18) eighteen months. Also, we have 
included one origir^aiL study of the Center for 
Medical Manpower Studies. The abstracts are 
a true represe^atior^of views by the author (s); 
a strong attempt has been made not to' introduce 
our own views or opinions. This publication is 
intended for researchers .ii^rthe health manpower 
field and we welcome comments and suggestions 
for atdjusting further issues. 

We are indebted to 'D^. Howard Rosen, Director, 
Office of Research and Development , 'Employment 
and Training Administration, O.S. Department of 
Labor and Mr. Willicult Ihrockmorton , Project 
Monitfbr of this same of fi6e, /for their ideas, 
encouragement and support'. 
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HEALTH MANPOWER INDICATORS 

In 1975, the Consumer Price Index (CPI) rose 
7.7 percent (less medical services) while 
the medical caVe services of the CPI rose 
10.3 percent, hospital service charges by 
13 percent," and physician fees by 11.8 
perceat. t " » 

In 1965 health care expenditures represented 
5.9 percent c^f Gross National Product (O^p) . 
By. 1975 health care expenditures increased 
41 percent to represent 8.3 percent of GNP. 

/ ' • * 
Through the first three months of 1976 costs 
of medical care services rosp at: a 14.0 
percent annual rate, physician fees at a ^ 
14.2 percent 'rate , and 'hospital service ^ 
charges at a 20.1 percent rate. * E)uring this 
period the CM (less medical services) ro|e 
at a 2.4 percent rate% , 

From 1970 to 1975 total outpatient admissions 
i-ncreased from 181 ,370^000 to- 254 ,844 ,343 - 

^ enft ^ 

increased from '31 ,"75^ ,000 to 36(l56,516* - an 
increase of 13.8 percent. 

Prom 1970- to 1975 total full-time equivalent 
(FTE) hospital perspnn^il increased from 
2,537,0(30 to 3,022,597 representing an 
increase of 19.2 percent. 

From ipTO to 1975 the number of physicians 
and dentists in hospitals (PTEJ iricreased 
from 45, %6 to 54,712 representing an 
ihcrease of 19^0 percent."* 

From 1970 to ^;975 the number of registered 
nurses in hospitals' -^FTC)- increased .from 
393,410 'to' 510, 118 representing an increase 
of 29.7 pg^rcent. ^ \ _ . y 



an increase of -40. 5 percent. 
From 1970 to 1975 total inpatieiA admissions 



From. 1970 to 1975 the number of ^licensed 
practid'al nurses in hospitals* (FTE) in- 
crease/ from 195 ,757 to 239'/949 represent 
ing an increase of 22.6 percent^ 

* The physician rate per 100,000 population 
was 163 in 1970 and 166 in 1974. 4 
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THE MARKET FOR MIDDLE ECHELON HEALTH -CARE 
Ar/lINISTRATORS* 

1. Health Administration as an Oocrupational 
Category • , - ^ . ' 

- The- term -"health administrator'; is extremely 
broa<?, r|b resenting a very large number of ■ 
. health related managerial, 'technical, service . 
and clerical occupations ,\ Actually this term 
has gradually become more generic as the health 
care industry has grown both in absolute size 
and comple;tit:y.^ The growth of this sector has » 
in fact been so .rapid that occupational 'temdnol 
ogy nScessarV to identify and differentiate new 
functions has not kept p^ce . T^a, Report of the 
Commisston on^Muoation -for Beal'tH Admrniatva- ■ 
tton (hereafter cited as th'e, Kellogg study) 
defines health administrates as: 



.. .those, who are direap'ors of public • 
■ md^primt^-ins-HtuHon's, agencies, and ' 
. progrms involved in the. planning' and 
delivery^ of personal or oofmunity health 
and medioaZ care service, and other 
personnel in such organizations who 
aspire to become executives . 

As recently as the 1950 's,' the health care 
system in the United States could be described 
as consisting primarily of private general 
practitioners serving patients on a on^-to-one 
basis, lit a sole-propr4etorship setting. Hos- 
pitals were essentially n on -profit', and the 
number of ^specialists relative to general practi- 



^Staff Repprt, Center for Medical Manpower 
Studies, Northeastern University, Boston, MA. 



tionexs was quit^ small. Perhaps a symbol of 
the' simplicity of the system in those times was 
the fact that it was j\ot .uncommon for the family 
doctor to make a home visit to treat a patient' 
who was having a minor bout with the flu. In 
s-Qch a system," the need for well trained admini- 
strator^ was limited. Rising costs had not yet 
put pressure on the -hospital system to seek 
efficient managerial talent and individual prac- 
titioners could act as their own managers, 
perhaps witl^he help of a part-time bookkeeper 
or ^>e t^hysiciams ' nurse who served ,as the office 
cieW amd bookkeeper as' well as a medical *aid, 

;'.Thfe health system has since Icfst much of this 
^irrtpHicity. The indivi'dual practitioner is now' 
^ikely a specialist, practicing in a partnership 
4rramgement with other physicicins . The hospital 
/system has grown to the point where tlje c6Tr5)lex- 
"^ty of individual departments within a hospital 
now rivals that of the entire hospitcil twenty * 
years agD . Paralleling the growth of special- 
ized medical functions within Jiospitals 'has been 
the development' of new delivery mechanisms such ' 
as community health planning agencies, compre- 
hensive medical care delivery - organizations , and 
ambulatoiy facilities in general. The public 
health sector has also grown, and t^e kinds and 
number of govemmeot review agencies continued 
to expand at local, state, and federal levels. 
As the system Jias expanded, so has the number 
and kind* of third party carriers. It is sig- 
nific^t to note that the growth of health re- 
lated activities such as ^these has been so rapid 
that the demand for health administrators in 
general' ^as exhibited, a shift in composition 
away from the' classic hospital • scene towards 
these new areas. 

•Because->o£ the' rapid expansion of this sector 
and its consequent impact on job complexity, 
categories of lob opportunities and duties that 
cdrresporid to them have been expamding also. 



^. Appendix A presents an occupation/task matrix. of 
personnel who are likely candidates for health 
care administrators. The v^^iety of ar^as,. 
included indicates the generic nature of the 
Concept. ,, " 
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This- study is^n attempt "to assess the poten- 
tial employment opportunities of 'middle-echelon 
health care administrators. Specifically, local 
undergraduate and graduate health cafe adminis- 
. tration programs a-re examined with reference to " 
national trends'. On the Other hand, analysis of 
demand^ allows us to evaluate the short and long " 
run possibilities of acco^dating -either a ^hort- 
age or oversupply of middle-echelon health care 
admi'nistrators.- In this paper we limit our es- 
timates to employment opportunities in the 
Bps ton -Cambridge area for hospitals, long-term 
care facilities, and ambulatory facilities only, - 
omitting public hea-lth and -government agency 
employment, as well as third party employment. 

Our concern here is only with toiddle -echelon 
health care administrators (MEHCAs) . • Excluded 
from the study are top-echelon hospital adininis- 4 » 
trators such as executive directors, chiefs of 
service, or associate and assistant admin". gtra- 
tors of fairly large hospitals <over 200 beds) . 
This study aims to evaluate a broad range of 
positions, both in tfe" traditional hospital 
^setting and in newer settings. Moreover, the 
federal ^government has been constdering a na- ^ 
tional health -insurance prograip (nhi) . should 
srach a program materialize, specialists of a 
middle-echel6n variety would be required to deal 
with the enormously complicated variety of - ' 

required interaction between third-party payer, . 
the federal government and the consumer public. 
Such positions could be filled by new categories 
of MEHCA. 
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Hi9<tprically , the principal* soured of demp \d ' 
for health adTtahistrators has b^n in Hospitals, 
long-tenii facilities, and public health agencies. 
Hospitals have been the ma]Oi -source of employ- 
ment an(^ i^till are. 'However', there are three 
Qoncurrent change? taking place in the health"^ 
sector which aie aft ecting - health manpower de- 
mand . 

Fitst, there is the absolute growth in the 
demand fQr nealth administrators that has devel- 
oped along with'lthe demand for health services 
in general. Second )wthe ever increasing com- 
plexity of neaitn car4( has led to a change in 
trie mature and types of_ 30b categories. Third, 
even though hospitals remain ,the pi"incipal 
' :rce of employmeiit^ for health administrators, 
the .rate of .growth cf demand in other areas has 
been f ar' ^jreater , a^id Are can therefore expect 
the leading role of the hospital to diminish. 

The growth in the absolute level of demand for 
adiiini St raters villain ajnd of itself have no 
effect on the kirtds of administrators required 
(anS thus tpe kinds o'f educational, prograios 
needed). In terms of* educational planning, the ^ 
second and thir<l characteristics of tfTe demand 
a-re crucial. They imply th4t the current edu- 
catioril programs are becoming outmoded. JXi 
'^recognition of these changes, new programs are 
'^e ve Iqpmg . 

Existing educational opportunities', in stress- 
ing ,the inter-disciplinary approach t>o training 
(usually with or witnm the business program) 
are directed primarilv at t^ose sources of eift- 
"^loyment we will label as 'icon ventional i.e., 
hospitals and long-tern care facilities, 'fhese 
programs emphasize the fact that in such a set- 
ting, th^e f^onctic^s of lower and middle^echelon 
administrative p'er^onnel do not really require 
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a greatk deal of specialized training beyond basic 
managerial skills. Discissions with hospital 
personfiel administrators revealed ^at unique 
skills, are not' required for many of the-i>ositions 
^ being filled. A typical response from a person- 
. nel administratdr would be that "an accounts 
^ receivable clerk is an accounts receivable 
clerk, whether employed a hospital or a de- 
partment store." This notion 'is probably true 
\ for a wide variety of conventional positions in . 
the conventional employment sources / and^ existing 
interdisciplinary programs seem to be serving 
.this gro'up in providing essentially business- 
oriented training/ with a small input of descrip^ 
t'lve health systems courses. 

The kreas *wl^h are not being seirved by these 
" \ programs -are ^se we will identify as the high 
groWth areas: managerial fynqtions in.^„^ula- 
tory health centers, government agencies, etc. , ' 
In short, the health system is currently under-' 
^ing a^change in its in sti t^ut Ion ai^ structure , * ' 
and this^ch^nge calls for the dreation of new 
^ educational programs which will provide the • 
broader skills necessary in the newe^ settings. 

As mentioned above, the 'health system is 
% - undergoing ^ fundamental cl^^e, in its delivery 
mechanisms which is creating a rapid growth in - 
^. the ambulatory area, m particular,' health ' 
maintenance organizations, neighborhood health 
centers, public and privately owned clinics, ( 
• etc., are experienl^ng rapid growth. Table 1 
presents data on' the number and typifes of such 
facilities in the Boston-Cambridge area for the 
year^l968, 1971, and i973 . Of special impir^ 
tance is -the neighborhood health centers (NHC) , 
Which have grpwn some fourfold during"^ the periocj 

It is qbvious from the data in Table 1 that 
the ambulatpry centers are experiencing rapid 
growth by comparison to conventional facilities-, 
and^as a result we expect health administf ator 
opportunities to be strongest in the ambulatory 

'ERIC . ^ 11 



TBftllr OF imATDW B\CILITIB IN B(BTOK^ 
1368. 1971, ft^ 1973 





















, 

TYPE OF FACULTY • 


NUHBBR OF FACILITIB 


VtVJSm blAMGB . 


1968 


1971 


1973 


1968-1971 


1971-19^3 


1368-1973 


CXinica 


11 


12 ' 


16 


9.0 






45 


4 . 


Meighbarhoo^ Health Qui tars 


7 


30 


r 


32d.5 


26.6 




%42 


\ 


Mftntal health 0»nt«r8 , * 


13 


14 


16 


7.1 


14.2 




. 23 


1 


OoIIo9» Intirwmzimu " 


5 


. 5 . 


5 


0 


' 0 . 




0 




OtJital School* «nd Clinics 


7 


7 


7 


0 


0 




* 0 




Othsr 


12 


12 


14 


0 


\ 40.0' 




40 


.0 


TOETAL o 


55 


80 


9<5 


45.4 


20.0 




74 


.5' 



Souro«t TI^A^Osnter for Nsdical Manpower Studies. North««Bt«zn ttii^rsity. Survey 
, of BoBpitaU, Ihaming and fktt Bom$, end Ajftulatoiy Faailiii^ in Boatan 
did Ccorbrid^t 197$ > 
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areas.. Table 2'provides employment data' for 
h'ealth porkers for the same period^.- EiT^)loyment 
in th-e aiftbulatory sector 'has approximately 
, doubled over this period, while it;has grown 
4 only about. 25 percent in hospitals'. Thtis, . 
] altKcHigh' hospitals are. providing increasing 
' einploymei^t /Opportunities , they are doing so at a 
slower rate than the ambulatory group^ - 



4. . 37ze Market for l^HCA' ^ 

' At the present time, -the 'market for health ad- 
ministrat6rs is extremely disorganized, repre- 
senting a 'breakdown in the link between the 
demand for administrators and the supply for 
individuals with the prpper. educational creden- ' 
tials. in effect, the system has developed so- 
^apidly that a disecjuilibrium has resulted in 

•the market.' This is indicated by th6 lack of 
specific descriptions of necessary qualifica- 

"taons within personnel departments in hospitals, 
aftd in^the lipha^ard nature by which many posi- 
tions are now filled. Occupational ladders are 
not clearly defined, and many positions are" ^ 
filled by physicians and others who are not ^ 
fe^ine^" for 'managerial functions. Ax:cording to 
the Kellogg' study, only^ne in tour health ad-, 
ministrators has had any forinal training in the 
field [13 /.j^. 16]. '* 

' * Demand for heal^th care administrators "both in.'^^ 
the United States, and in eastern Mas^sac^setts ^ 1 
depends on 'th6 overall demand for health-con- 
nected services'. There is not a single or homoV' 
geTieiaus market for health manpower; therefore ,y 
a simple analysis of job vacancies or. applica- 
tions does not reveal' the nature of a-potexi^^l 
shortage or^surplus. ^Locally , the depth of the 
recession in the' Massachusetts area over^the 
past few years hare been so severe that^ all 
openings that develop lead to very large re- 
sponses frpm the unemploy^^d. However, the 



.TflBli 2: DISTRia/riON OF ALL ICALTH tCRtRS WITHIN BOSTDN-OWRIDgE StJF^ BY PIPE OF BfLOe 



TYTE OF 
EMPLOYER 



HOSPITALS 



BEST HOVES 



AteULATOBOr 
FACIUTIES ' 



TOTAL 



1968 



MU>BER OF 
HEALTH WOFKBg 



PEBCENTACE $ 
DISTRIBimOW 



15,761 



3,027* 



79.8 



9U 



4.8 



19,742 



100. D 



1971 




mjmfei^ OF 

HEALTH WOWciBS 



PBICEllTAa 
DlSTKCBUtlON 



r 18., 6 34 



3»245 



•1,596 



79.4 



13.8 



23,4-^5 



100.0 



1973 



IfUieCR OF 
HEALTH W3SKEie 



pCRoarrAcz 

DtSTRIBUnOW 



19,759 



2 ,976 



1,892 



80.2 



12.1 



7.7 



24,62^ 



100. a , 



PBBCZHTAGE CHAMGK 



1968-1971 



1971-1973 



1968--1973 



18.2 



7.2 



67-3' 



6-0 



-8.3 



18.5 



25-4 



-i-7 



96.2 



^ lB-«9 . 



4.9 



24.7 



Souro«: The Center for Medical Manpower StxkCLe*, Northe^tem OniiJer«ity, Survey of Eo8vitaU, liumng 
and Bsat Homes, <m4 Airtulcetopy ^acititiea in Beaton <md Ccmtridga, 19?e. ✓ * / 



OF AIL fCflLTH WmS HITHIN BOSTOHWBRIIBE aI^Ey BY TYPE (F BIIIWER y. 





















1971 


1973 , 


PBBCBirrvZ <BAIIGB 




mjMBR OF ^ 


PERCEMTMZ 


MUHBSR QT 


PSRCZMTMaS 








[moH 


HEAL1B IIOn^EBS 


OXSTKnUTZON 


KSALIR MQIKBitS 


DIStlOBUTIOII 


1968-1971 


1971-1973 


1968-1973 




18,634 


7<J.4 


19.759 


80.2 


18.2 


6.0 


25.4 


1 


3,245 


13.8 


2,976 


12.1 


7.2 


% 

-8.3 




3 


1.596 


1 

, 6.8 


^1,892 


7.7 


67.3 


18.5 


96.2 


3 


23.475 


100.0 


24,627 


100.0 


18.9 ^ 4.9 ' 


24.7 



t M«<Uc«l Muipowsr^Studias, North«««tem univortity, Survay of BotpitaU, Ihrning 
1, and Antulatory Faoilitiat in Boston and CarbHdge, 197S. ' ' 
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MEHCA occupational category is so broad and / 

PQdrly defined that applicants for these Pjy^si- ' 

tioris often do not possess the particulai/skills 
required by the jobs.' - / 

In ad'dition to these problems, theyfnarket it- 
self is distorted by imperf e'ctions Nforeover , 
nonprofit occupations have' littleXncentive to 
operate efficiently. If the market for health 
manpower operated ef fij?lently /ith no artificial 
bkrriers such as iice/se requirements and aiming 
to efficiency, supply and daA^d would ultimately 
correct shortages.' Institutions would act to 
retain or attract employes, restruc^^ire^ hiroy^g 
standards and pay scaL^^, institute training 
programs,' and explor^i^ew sources of recruitment. 
However, hospitals /ave not moved adequately to' 
correct high turn/^er rates, job dissatisfaction, 
rel^ively lovf wdge levels, or limited upwa\d 
mobility. / / . \ 

The actons of eirtpfoyers have been matched by 
the attitudes of ^ome groi^)s of |^ealth workers. ' 
As heal€h workers become more specialized, they 
. tend to seek a higher professional s^tatus and to 
mimic exclusionary .guild practices of the reprar ' 
Sentative model - the physician As health occu- 
•pations form, their own interest groups, they 
further limit the mobility of worker^ withdut 
professional credentials. 

Since 1970 the greater Boston area^'has been 
characterized by >a buyer's market, and it has 
. been experiencing the highest unemployment ra^iet 
since the depression years. ' Undir these condi- 
tions it is very difficult to assess short-term 
perspectives for a holder of a Bachelor degree 
in/-Health Administration that dan be substituled 
easily in the macket by eager individuals ready 
to lie trained on-the-job. Whether or hot this 
is efffcient fromVhe assessment point of vi^ 
is mot relevant here. 

ERIC . . u 



1/ the labor market in general continues to be ■ 
soft, the demand for professional middle -echelon 
health care administrators with A specialized ' 
undergraduate college education will be very 
meager. These professionals will 'have to compete 
with other •college graduates willing to work for 
going wages while receiving limited vocational 
training on the job.' However, if- 'the/commitment ' 
to health care 'of ^theyCaorter administration is 
translated into activfe intolementation , then 
even in- tljT short hin (the /next five years or 
so) , shortages of professional^ may develop, in ^ 
■that case, the management of health institutions 
•and the a^haLc mentality will be revamped 
because bf three factors: '(i) the' need fef^ " 
increased efficiendy; (2)., the draining of the 
market of. marginal substitution (those who- We 
qualified in cither fields but are willing t6 
receive tramir^ on the joSX; anti (3) 'the in- 
creased demand for health care., due ' to the» i.'-' 
^option of a partial or comprehensive national • - 
^^gealth insurance plan. * . .g-.. 



5. Projeations of Demnd^ for I'lEHCA 



It, has been estimated that ^leblth expenditures 
represented approximaWly 8 percent of GNP in 



a 
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1975 ,* and that it will grow to approximately 
10 percent by 1980 [10, p. 58]. This would be 
substantial rise, and ^t'doBs not include the 
potential of national health insurance. It has 
been^ further estimated th^t a given percentage 
increase in haalth**care spending as a fraction 
of GNP expands employment in the health sector 
by 50 percent.of the ;:hange [11].' This means a 
^5 percer>t '^foifth in spending will lead to a 
12.5 j)erceri^ growth In health sector employment', 
arfd thi^ figure forms ae basis for' our projec- 
tion in B6s ton -Cambridge facilities. • ^ 

Current employme*n^Blevels in this area were ^ 
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obtained by direct survey of a sample of insti- 
tutions. EaiH^ survey participant was asked to' 
provide us wito the total number of personnel' 
employe^ at the institution, and either the 
number or percentage classified as adniinistra- 
tive. We define "administrative" by describing 
.job categories that would be relevant. From our 
sample results, we projected totals for the 
entire population. Our results are detailed in 
Table 3A. / 

'our statistical projection indicates that in, 
the Boston-Ca]i\bridge area alone, there/will be 
645 new MEHCA klots-^e velopin'g in th^' period 
through 1980. _ ydte tjbat the publit/lgector^ has 
been 'omitted, ^d the potential i4)act of na- ' 
tional hea;Lth insurance is ignqjfed. -^is'also 
significant that ambulatory .faCcilities^e con- 
siderably more intensive in their use of aamin- 
istrators than are hospitals (17.93 fJ^rcent ys . 
8.57 percent).. Considering that these are the 
facilities experi'fending' the mc^st rapid growth of 
employment X98.2 itercent in- 1968-73) , the 
number of administrative slots will probably ' ' 
grow mojre because to f the new enphasis on these' 
facrLlities. 



6 . Impact of N^tic 



ml Health Insurant 



The near certiintL of .'the passage '5'f .some form 
of national heal(th Insurance in the foreseeable 
future^^and the 'tfac': that it will have a signi- 
ficartt impact onlmanpower needs*-* requires ^that 



we Consider thesd 



jections. Studies cf national health insur^fince 



)is\jally measure : 
^consumer's respor 
anci6 coverage 
terms of demand < 
and 'elasticities 
assumptions 'abou 



"hi 



c 



feictors in meiking ahy. pro- 



ts limpact by examining the 
se 'to .the change in their insur- 



lasiticities for health care. 



response is measured in 



fheasured using a variety of 
e tiegree of ooverage. 
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imi 3A: PR3JECe EHPUMlfl" QPPORIUilTIES IN BIFOH AND 
C^ffiRIDGE mSPim LiKG TEFM CARE FACIUTIES. 
M) imMm FACIUTIES THOBH 1980 

Long Aabul4toxy 
Hospital* Car» Facili.tl<» Faclliti— 

PopaUUon Size (1975) 45 121 105 



SMMplf Size 



te 10 11 



E«ti»atad Total Personnel * ^ 39,111 6,655 5,145 

Estimated Fercetntage of 
Perecnnel in AdKlnistrative 

Itoles ' 8.56*"' 13.35 17.93 

Vjtal MEBCAe 3,358 888 922 

GrovHh of ^loyvBitt 12.5 12.5 12.5 

Projected Nev Slote 419 111 115 



9 ^ 

Source t Center for Hidical Manpower StunUes, Northeaatem 

Oiivexeity, No^aber, 1976 > 



A. First E&timatej qavis and Russell [3] and 
Feld^ein [4] have estimated dem^d .elasticities 
\ for ^health "care, assuming the introduction of 
comprehensive national, health insurance program. 
These are summarized in Table 3B . ^ 

Projections, of the percentage rise in MEHCA 
. needs; assumiag that a unit inc^rement in health 
c^re demand induces a 50 {)ercent increment in 
• , ^eaj^th manpower' needs, are presented in Table 3C. 

• . Applying theie pe«:centages to Boston-Cambridjge, 
we find the following additional potential 

, demand for MEHCAs as tabulated in ^Tabie 3D. / 

# 

6.^ Second Estimate: Another, group of felas- 
y ticity* estimates developed by- Huang and Shomo 
for the National Institutes of Health [7] takes 
into consideration b6th ooir^rehens'ive arid less- 
^than- compile rtsive jiaVional health insurance 
pro_grams. Ten -year projections of the'' increase 
'in demand for MEHCAs under IdW, medium and high 
elasticities, and the introduction .of national 
health insurance plans with law, ^derate, and 
^comprehensive coverage, are tabulated in ^ 
. Table 5; Based on these assumed e 1 as ti cities ^ ^."^^^ 

• we have-projedted-the demand for MEHCAs in" the - • 
Bos ton -Cambridge area for 1986 (Table 4) . 1 

50ur earlier ^"status quo" projection ' calls for 
a jiapdest^ average increase of 8.7 percent in the 
BostoA-Cambridge area through 1980.. 
As caif^be seen in Table 4, this is similar, to 
our projection for 1986, assuming a high co- *-f * 
insur&ce health plah' Tftis confinns that the 
weakest form of insuramce'will not substantially 
affect the« demand for health care. 

By and large, the, three -pro jected estimates 
for hospitals (Davis-Rdssell , Feldstein, Huang- 
."Shomo) unde^ a comprehensive health plan ar^ 

ERJC ' ' 15 . 



TABLff-«: ESTIMATED DEMWD ELASTICITIES 



Hospital days - .5 



Davis & Rassell FeXdstein j 

(ag'gyegat e data, 1969) (aggregate Time-Series, 19^5^-67) 



-.67 



Outpatient visits ^ --1.0 



NA 



TABLE 3B: ESTIMATED DEM/V© ELASTICITIES 



Davis & Russell 
(aggregate data, 1969) 

- ,5 

-1.0 » • . 



Feld^tein " 
(aggregate Tine-Series , 1955-67) 



-.67 
NA 
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TABI^ X: INCREASES IN»MEHCA DEMAND, AS IMPLIED BY ELASTICITT ESTIMATES 



* 


Davis -Russell 


I 1 

F^ldstein 


Hospitals 


25% ' ^ 


33.5% 


Outpatiervt Vi.sits 


^ 50% 


NA 



:PEfiae^ insmehca demand, as implied by elasti/city estimates 




lits 



Davis -Russell 
25% 
50% 
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TABLE 30: IMPLIED NEW I^CA SUDTS, 1986 



Facilities 



Hospitals^ 



Actual^ 
1976 

4246 



Assumed Elasticities by: 
Davis -Rus S?b 11 Fe Ids te in 



Total ^ Change 



5307 



1061 



%Chanqe 
25,00 



Total Cheinge %Change 
5668 1422 33,55 



00 



Outpatient 



' 922 



1381^" ,461 



^0,00 



NA 



NA 



NA 



*ThjjS categ6ry 6oi±>ines hospital and, long-term care facility 
data in Table 2,. 



ERLC 
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TABL£- 3D: IMPLIED NEW ^B^CA SLOTSy 1986, 



UcLL 




Davis -Russell 


76 


Total 


Change 


% Change 


46 


530*;^ 


, lO&l 


25!ao 




1383 


461 


^ 50.00 



Assumed Elasticities by: 

Fei<^stein . 
Total Change %Change 

566^, • 1422 33.5 



NA 



NA 



NA 



Dry coitibines hospital and long-term care' facility 
ble 2. , , ' . 



2b 



OF NMicrwL mm utma ams: 





Prpjaction for 


1986 « 










Type of 


Elasticity 


1986 


1976 


Percent 


^igh Colnturanee 


High 


HediuM 


Low 


Avvraga 


Actual 


.Change 


Hospitals V 


^ 376;. 


3lb7 


3459 


3649 


33^8 . 






1033 


1023 


950 


1002 


- 922 








.986 


915 


_ -965 


888 




Total 


5789 


5736 


532^ 




5168 


8.67 


Mcxlsrsts Goinsuxanc* 


























Hospitals 


4332 ' 


3862 ^ 


3559 


3918 


' 3358 




Aabulatozy 


1189 


1060 


977 


1075 


922 






1145 


1021 • 




1036 


886 




* ^Tbtal 


6666 


5943 


5477 


* 6029 


5168 


16.66 


- 














Ooaprahttnsiva 














Hospitals 


5171 * 


ib99 


3778 


4399 


3358 ^ 




tabulate ry 


1420 


1180 


102 3 


1207 


922 






•1368 


1136 


*986 


1163 


888 




^tai 


.7959 


6618 


' 5737 


6769 ' 


. 5168 


3Cr.96 



buroet CJenter for Medical Hanpo««er Studies, Northeaatexn Oni^ersity, 
\ Itoveii*>er, 1976.. j 



TABLE 5: PERCE^^■AGE INCREASE THROUGH 1986 IN ^€HCA SLDTS, GI>^N VARIOUS 

ELASTICITY AND INSURANCE-CO>^RAGE ASStmiONS 

r 

■J - _ > • . . - 



High Coinsurance < 


» 




Assumed Elasticity 

* 

H i gh Me di urn Low 

12 11 ' 2 


Moderate Coinsurance - 






29 ' 


- 15- 




' Comprehens i ve* 






54 


28 


11 \ ' 



FAGE INCREASE -mROUGH 1986 IN MEHCA SLOTS > GIN^N VARIOUS 
ELASTICITY AND I^eURANCE-COVERAGE ASSUMPTIONS 



Assumed Elasticity 



High 


Medium 


Low 




12 


11 


3 




29 ; 


15 


6 




.54 


28 


11 





very close: 29.5 percent, 33.5 percent, '^d y 0 
percent. Table -6 summarizes potential new open- 
ings for MEHCAs in the Bgs ton -Cambridge area! 
They range -from 324 to 645 for 1980, and from ^ 
448 to 1522 for 1986. 

By employer groups demand sources can be suitma- 
rized as follows; 

A.\Hospitals: Always tha prirvcipal employer^ 
of health administrators, hospital demand^ 
for them will /probably contihue to grow in 
the aggregate,* but at a slower rate than 
in other areas. 

1. sfiort-term General Non-Profit Hospitals: 
A very large percentage of beds / this ■ 
category are in teaching hospitals. - 
Because of their role in medical educa- 
tion, their in^ortance will grow with 
the increased medical school enrollm»ts 
that are expected to accompai^y national 
health insurance legislation, which will 
include incentives to expand me'dical « 
education. * . * 

2 . Short-term General Government Hospit^s : 
Aithoug^Tof small relative inportance, 
hospitals administered at the local 
^ level are growing in /lumber, and will 

therefore contribute to the growth of 

demand for MEHCAs. 

' " "u ^ - 

3. ^ Long-Term Non-Profit Hospitals No 

growth is anticipated in this sub- ^ 
sector beyond tha^ expected as- part of * 
the secular trend. \ 

• \ - 

4. Long-ferm Care Facilit'ias t These are 

* . comprised primarily of VA hospitals at 
the federal level, and state psy\?hiat- 
ric hospitals. .Only secular growth j^s 
expecte'd. 



TABl£6: SWWV <F /ITERWTM WCA fOtiilSTS TO 





? 


' Proj«ctttd 


Itew Slota, BAMd on tesuaad 




1986 






y 




H«Alth-C«r» Sp«Ddin9 u a Pvrcantaga 

of CMP 


AWMd llasticitias 
"B«alth-Can DaMod 




















CMC 




BDSpitAlS 


1976 
Actual 


9% 


of GM» 


1980 

10« ot- Gib 


OttViS-RMMll 


High Mods rata 
PUdatala Gblhsoxanoa GoioauraDbt 




3358 




210 


419 


106| 


142^ 291 


560 


1041 


MibulAtory 


922 




58 


115 


461 


Wi . 30 ^ 


153 


i85 


Long Tmxm * 


888 




56' 






77 


148 


275 




5168 




324 




1522 ' 


MA 448 


861 


'1601 














0 








Souroa: Caotar £br Hidical ManpcMar Studias (CM) , llorthaaatarn Obivarsity, 
■ovaabar, 1976. • 
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mm OF CTE«ATI\t IBCA FORECASTS FOR T\£ BOSTOHmiDGE AREA 



f Slots, 


B«s«d on AssuoMd 




1986 / 






Spending 


*• a p«rc«ntA9e 


AssuMd Bl«aticiti«s 
Hsalth-Cara DuMid 














006 




WO 

10% of <3KP^ 


Okvis-ftiSMir 


High ' 
Paldstsin Goinsuz'ano* 


Nodttnt* 

Ooinsurano* 




419 




1061 


1422 291 


S60 


i041 ' 


115 
Ul 




461 


HA 80 


153 

14« 


285 

275^ 


645 




1522 


HA 448 


861 


1601 



idio«l KafipoMr Studies (CMHB) , Horth«ut«m Dni varsity, 
76* 



4" ' 



B. Long-Term Care Facilities: In terms of 
state licensing requirements, these ^ 
facilities- are classified according to 
allowable medical functions within them. 
Thus they run the gamut from retirement 
homes to facilities .that operate 
essentially as hospitals/ Growth in ^this 
sector will be modest, with a secular 

• trend provd,ded by the advancing age 
.profile of the 'population; ' 

C. Public Health: This sector will undoubt- 
:edly sharfe in the overall growt-h in ^' 

^ gove-mment activrliy that i^ anticipated.. 
What specific role the public heaTth 

^^sector will play in national health insur- 
ance IS as yet -unknown. State and local 
public health agencies wdTll grow with or 
without national healtit insurance . This 
-^s the one conventional deirand source 
that will keep pace with newe ^^""ShCe as in 
growth, over the next ten to twenty years. 

D. "Hands-On" Facilities » 

1 . ^ealth-Maintenance Orgcinizations : The 
^ growth of HMOs is expected to be signi- 

ficant over the next tw^^s^ecades . * 
Prepaid comprehensive health-care or- 
^ ganiiations will play a^ma>or role in* - 

the nation's (and regions') health 
. system, and-all potential national 
Jiealth insurance proposals stipulate 
these as primary delivery devices. 
^' They^will require competent administra- 

tive personnel at all levels. -The' 
Harvard Ooinmunity Health Plan is a. 
forerunner in this area, and already 
has^ver 35,000 members. -^Blue Cross/. 
Blue Shield also has a sinular plan' in 
tfffel development stage. 



2. Neighborhood 'Health Centers^ There has 
been an increase of over 90% of NHCs in 
the past -decade. Thjf^ll surely be a. 

\ major natiojaal ^health insurance tool, . 
funded and operated by the' federal and 
stat^ governments, undoubtedly with 
some local government 'input . Again, 
adijfinistrative peii^sonnel will be in 
demand at all levels. 

3. ' Family Planning Clinics: Modest growth 

is anticipated here, as govemmmt / 
becomes more involved in this kind of 
medical service. 

. ^ 

Planning Facilities 

1. Community and Regional Health Planning 
Agencies: Federal legislation. (93-641) 
provides .for federal funding of these ' 
agencies at the' local level, and as a ^ 
result there will be a very l^i^ 
number c/f employment slots dev^oping 
here. Facilities of this natur4 are 
intensive users of administrative 
personnel, -and will therefore provide 
significant employment opportunities./ 

2. Environmental Management: The health 
component of -environmental planning ^ 
and management is currently re'ceivihg 

a gre^t^deal of attention. 'Enploytent' 
opportunities are thus, developing in 
this area as well. - 

3. Natioiial Health .Insurance : The adop- 
tion of^ederally financed health 
insurance win create a large federal, 
state, local, and medical infrastru4- 
ture, with intensive use of administa- 
tive personnel. This will be the 
largest source of' demand .in the area. 
Private carriers will also expand 4:heii* 
needs .as* a- result. 

/ ' » 
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% Appendix A 

Pri»«y TasXs P«rft>m»d.by Major MEBCA Categories 



\ IgQORDS Wd' OOHMUaCaiTIOli 





1 




3 


4 


5 


6 


7 




Rsoord 


-now 


Stat- ' 


task 


sched- 


- Census 


,EOP 


— 


ing 


Oiarts 


istical 


anal-" 


uling 


Ocavll- 


Coordin- 




Systea 




Reports 


ysis 




ing 


ation 


I NIdiACZMHT * 
















X Office Mana9er~ 


X 


- 

X 


X 


X 


X 


X 


X 


2 -Ward Assistant Mgr. 
















' ^ Asst. Director 




X 


X 


X 


X 


X 




4 Msdical^qf fice Asst. 


X 




X 




X 


X 


X 


5 Maintenance Su^tvisor ^ 




X 


X 


X 


X 








X 


X 


X 


X 


» 


X 




f Aiibulatory AdMinistrator 


X '* 








X 


X 




8 Third Party Uyt. Officer 








^ X 
X 


X 


X 




9 P.H. Agency Officer ^ . 








X 


X 




X 


II FBOORDS 
















^ AdsLssion Officer 
U Med. Records Officer 


X 
X 


X 


V 

X 

»' X 


X 
X 


X 

z 


X 
X 


X 
X 


XXI PERgbneL 
















12 Personnel A^Blnistrator 




X 


X 


X 


^ X 






13 lAbor Negotiator 






■' 


X 


X 






14 Payroll officer 








X 


X 




X 


IV FltiAIia 


> 














15 Purchasing Agent 






X 










16 Cashier . 

17 Rate Setter ^ 






X 
X 


X 






X 
X 
X 


V 0»B^MUi 

B third Party Payer 
















X 














19 OonsuiMr 








\ 






X 


VI STATISTICS 








\ 








VStaUstician # 


X ' 










X 


X 


21 Accountant 


X 




X 










22 Auditor 


X 




X 








X 


23 Computer PrograMMr' 






X 








X 


24 Computer Ai^alyst 


X 


*■ X 


X 


X 


X 


X 


X 
X 


VII PXAnOMS 
















25SysteM Analyst 


X 


X 


X 


X 


» 


X 




26 Planner 














X 




z 


z 


X 


X ' 


X 


X 


VIII PfSLIC SELATIORS 






/ 










27 PR Officer 
















2eHealth Legialetiv* Asst. 
















B Medical Lobbyist 
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PriMxy TasJu Perfoxved by Major MEHCA Ciit«9ori«s 



QCMITITATIVB SXJ.U£ 





a 


9 


10 




COBpU^^T 


uar 


jLl counting 




Prograwting 




m i 




J'^alyais 




I MANACimNT 








I Of£ic« ^Mftiiager ^ 


X 


X 




2 Hard Aaalstant Mgr. 








3 Aitt. Director 


« 


X 




4 Nedi(^al Offlca Aast. 








S Nftintanancs Suparvlaor 








6 Triage Suparviaor 








7 Aabulatory Mteinistrator 






_ ♦ 


8 Third Party Mgt. Officar 








9 P.H. Agancy Officer 




X 


« 


II ICGDFD6 








10 Adsiaaicn Officar 


X 


X 




11 M»d. Mcorda Officer 






•• 


111 FcnsomcL 








12 Parsonxval Aduiniatratox 








13 Labor Na90tiator 






'X 


14 Payroll Officer 


* 




x' 


IV " TIWUCR 








15 Purchaaing Agent 








16 Caahier 








17 Rata .Setter 




X 




V OMOZBMAM 




> 




18 ^lird Party Payer 








19 Oonawr 








VI , STATISTICS 








20 statiatician 




X 


X 


21 JtooQuntaKit 


X 


X 


X 


22 Auditor 




X 


X 


23 Oovputer PrograMer 


X 


X 




24 Ooaputer Analyat 




X 


X ^ 


VIX PLAMflliC 








25 Syateae Analyat 




X 


X 


26 Plamar 




X 


X 


VIII puBUc mLxnasB 








21 PR Officer 








28 Haklth LsgialStlve teat. ^ 




X 


X 


29 Ntdical Lobbyiat 


i » 
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Priaaj^y Tasks Performed by Major MEHCA Catcgor 



OPE RATI OHS ANALYSIS 



MANACZjCNT 



1 Office Managfer 

2 Ward Assistant Mgr. 

3 Asst. Director 

4 HedLcal Office Asst. 

5 Maxnten^ce Supervisor 

6 Triage Supervisor 

7 Ambulatory Administrator 

8 Third Party Mgt. officer 

9 P.H. Agency Officer 



II 



FECORIS 



Ip Admission iDfficer 

II Mpd. Records officer 

III PERSONNEL • 
12- Personnel Admin is t rtrfor^ ' 

13 Labor. Negotiator 

14 Payroll officer 

IV FINANCE 

15 Purchasing Agent 

16 Cashier 

17 Rate Setter 

y ' OHBUISHAN 

18 Third Party Payer 

19 Consumer 

VI 



STATISTICS 



20 Stati#Ucian . 

21 Accountant *~ ^ 

22 Auditor 

23 Con>uter Pz^pgraror 
?4 OWBputer Anilyst 

0 

yXI PLANNING - 

25 systew Analyst 

26 Planner 

VIII PUBLIC HELATIOWS 

27 PR officer ^' 

28 Health Legislative Asst. 
-29 Msdical Lobbyist 



11 



Systei 
Analysis 



12 



C|>e ration 
Analysis 



13 



Analysis of 
Capaoity 



14 I 15 

Oosr Effec- 



tiveness 



X 
X 



Productivity 
Analysis 



/ 
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Primary Tasks S»«rfon»d by Major ttt^Ch Categories 



ACCOWTING 





T -f" 


17 


18 


19 


20 


21 


22 




Innntow 


Cash 


Capital 


tequi- 


Bill- 


Budget- 


Audit- 


— — 


Control j 




Accounts 


sltlon 


ing 


ing 


ing 


I MANACZMQIT , 


• / 


/ 












I Office Manager 
















2 Hard Assistant Hgr. 


X 








X 




X 


, 3 Asst. Director < 






X 


\ 

X 




X 


X 


^ Medical Office Asst. 


X 








X 






/s Maintenance Supervisor 


X 


y 




X 








6 Triage Supervisor 


X 






X 


X 






7 Ambulatory Mministratox 
















8 Ttiird Party Mgt. Officer 


X 








^x 






9 P.H. ^ncy Officer 
































^pAdttission Officer 








x\ 








11 Med. Rsoords Officer 








>\ 








III PBRSONMBL 
















^« ti^jTsoimox Aiiii nA» uravor 
















13 Labor Negotiator 
















14 Payroll Officer 




X 






- 






IV rlNAmJD 
















15 Purchasing Agent 


X 














16 Cashier 




X 


X 










17 Rate Setter 
















V QMUISMIUi • 
















18 Third Party Payer 




X 






X 


X 




















VI STATISTICS 


f 














20 Statistician 


X 


X 


X 






X 


'x 




X 


X 


X 


X 


X 


X 


X 


22 Auditor 


X 










* 




23 Computer Prograimier 
















24 Cooputer Analyst 


X 




3f 








X 


^I PLMiHIlfG 












V 




25 SysteiM Analyst 




X 


X 






X 


X 


26 Planned 


X 


X 


X 


X 


X 


X 


X 


VIII / PUBLIC nELATICHS 




I- 












27 PR Officer 










X 






28 Health Legislative AMt. 












X 




29 Medical Lobbyist 






X 






X 
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Primajfy T^k» ^rformBd hy Ma^or tWCA Categori«» 



PUBLIC, AMD CUSTOMER BEIATIOHS 
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10 Admission officer 
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11 Med. Itocords Officer 
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12 Personnel Adminis . ^ 
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13 Labor Negotiator 
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14 Payroll' officer 


















IV FINANCE 


















IS Purchasing Agent 


















16 Cashier 
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17 Rate fetter 
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X 
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20 Statistician 








X 
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21 Accountant 
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The Union Epidema , A Prescription for Supervi- 
sors, by Warren H. Chaney and TKomas R. Beech, 
Aspen\ystems Corporation, Gennantown , ^Marylahci , 
'l976, pp. VIII, 

There should b^ no doubt" that the autho^ of 

'this book are aiming their written convic€ibns 

directly at hospital administrator3 , depattment 

heads and front-line supervisors. They present ^ 

very strong views and detail a methodology fo\ 

permanentLy avoiding the spreid of unioniz^ation 

within medical institution^ . ^ ' 

# 

The centjral theme of thfe book is for management 
-to give employees those benefits usually promised 
by unions.- The authors conplain that hospitad 
administrators waste a tremendous amount of 
time and effort on various legal -tactics , which 
in their view can only forestall the eventual 
election of a union." 

The tone of the book is set by the following 
quote, ^**We have often been asked, 'Don't some 
employees need a union?' Our answer is loud and' 
clecir - 'no.' But sort^ employees deserve a 
union; i.e., if an employer and the supervisors 
do not care enough to try to understand, 
communicate with, and properly supervise others, 
then the union should win the election." 

The specific recommendations of the adthors . 
are as follows. Special eirphasis should be 
placed on developing a sound comoDnunica^tens 
system. This system should provide the\dmy1T-^, 
stration with review and feedback in ^rder to 
reduce status awareness and ^ociar distance. A 
strong effoi;-t should be made to know all your 
employees as individuals. Continued efforts 
must be made to improve supervision by proper 
selection, training, evaluation and involvement. 
A proper grievance procedure must be developed 
in the institution. Heavy emphasis" must be \' 



placsed on salary policies and job prcnnotion. in 
order to accomplish many of these recommendations, 
a strong eiq>hasis should be placed on restruc- 
turing the, institution by the expansion of job 
enrichment prcrgrams and a reduction in the 
management hierarchy. 
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Health Manpower Infovmation for Policy Guidance, 
Report of a Conference sponspr^ by Conserva-^ 
tion of Human Itesourcas , Colombia University, 
edited by Dale L. Hiestand and Miriam Ostow, 
Ballinger P\iblishing Company, Cambridge, Mass., 
1976f^pp. XIV,, 149. ^ 

The specific aims of this conference were "to 

assess the available data on trends in the 

supply, demand, and utilization ^f health man;^ 

power and tbe possibilities of asseariblinsr' anC- 

interpreting these data in^ the context of- a ^ 

longer framework for he^l^ ippjipower ancilysis ♦ 

1 ~ . ^ - * 

The authors soon realized that health manpower 

data in the United States must be viewed with « 
considerable skepticism. To a substantial 
de^gree. health manpower data is'* gathered by pro- 
fessional associations repreaenting specific 
categories .6f Health manpower and expansionary . 
training at educational institutions. The . 
authors found that hea5€h manpower dati^ tends to 
follow policy, rather than the reverse. A 
typical illustration 'or sUspect data is, in some 
significant ^asure, those gathered and published 
by the National Center for Health Statistics. 
The center *s publication "Health Resources 
Statistics"* estimated radiologic technologists, 
technicians ar^d assistants at 100,000 for each 
and every year from 1968 through 1975. Con- 
sidering the substantial growth in the utiliza- 
tion of health facilities, beds and personnel 
during this period, the constamt figure of 
100,000 is difficult, to' swallow. Estimates of 
physicians in practice also seem to vary sub- 
stantially. A recent questionnaire utilized in 
the State of New Jersey indicated a variance of 
approximately 20 percent among eStaQ?iished 
estimates of the number of practicing 
physicians . 



A strong point was made by the authors that 
national health manpower data, perhaps with the 
exception of physicians, are not particularly 
useful, in analyzing supply-demand relationships 
since the United States represents not a-sinqj.e' 
market! but a seriefe of local and regional 
markets . 

' ThqT recommehdations-of thi^ conference con- 
■ cenring data and its collection and utilization' 

seem to fall into several categories. There"-. 
.^A*as some consensus that improved methodology 
and technology, would be required to coordinate 
data collection efforts, to reduce the possi- 
bility of data gaps., and to encourage a regular 
exchange between co.nsumers 'and producers of 
health manpower and the data associated with 
each respective field. Some of the conference 
participants saw a need for a more "rigorous 
analytic^capability" rather than a strong- 
effort tO' collect additional data. " 

There are a series of incentives and con- 
straints for educating and training health 
manpower. The health educational system is 
fragmented with uneven 30b opportunities for 
various occupation^. No rational relationships 
exists between the 3000 training- institutions 
for registered nurses and the 115 medical 
schools. Furthermore, coordination between » 
providers Of health care and the educitional 
system is weak. Th^lack qf - systematic inte- 
gration is due to the belief that market forces 
will bring about equilibrium between supply and 
demand of various categories of . health- personnel 
Market forces function in^ra positive 'fashion , 
but the time lag in achieving equilibrium 
creates bottlenecks of oversupply and/or - 
regional shortages. 
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The Manpower Problem in Mental Hospitals, A 
Consultant Team Apprbach, by Philip F. D, Seitz, 
Elizabeth Jacob, Harold Koenig, Ruth Koenig, 
Warren G. McPherson, Arthur A. Miller, Robert L.* 
Stewart, and Dorothy Stock Whitaker, Internation- 
al Universities Press, Inc., New york , 1976, 
pp. XIII, 253. 



The overall central aim of ,the psychiatric 
consultant team is to raise the level of patient 
care. This book describes the strategy of the 
team approach with the' aim of practicing better 
patient care by its emphasis upon understanding 
the individual patient. The psychiatric con- 
sulting te^am consists of '^psychiatrists ,^ psychol- 
bgists , neurologists, social woricers and nurses. 
This teaching team ]oins togethSt in an atteirpt 
to provide ' constructive training' programs for 
the entire hospital staffs w^j^^ the ~6\fe-rakil^^goAl- . 
of improving the morale, skilly ^ jand e fficie'^rey.^^ 
of the exiting staff. This teaching team 
dea^s with all levels of heal|.h workei^^^tim, ^'-^ -"^ 
the executive director of the health provi^ders \ 
to hospi1:al aides. 

The authors note that, "while consultants 
have all the vulnerabilities of any outsider 
they also have the stranger's most powerful 
weapon, independeace . " Almost all lairge public 
mental hospitals developed procedures. which 
soon turn into hard and fast rules. "In such a 
^situation, independent thought and action are 

^^^^^a^ to be considered the works of the rebel, so . 
that the innovator very soon departs/ leaving 
the field to the cautious, the fearful, or the 
helpless - in this case, the career administra- 
tors, the doctors without training, and the 
pa'tients." The consultant team made a direct 
attack on the status quo of the entire environ- 
ment of hosf)ital life. Their efforts were 

. aimed at casting traditional policies and 



ERIC 



i 



A 



bureaucratic rules and regulations in order to ' 
■provic3e some direct assistance for the patients. 

-The consxatartt teain generally found a ve"rv ' 
low ratio of-medical staff to patients. This 
ratio was generally in the area of about one to 
one hundred sixty. Further, many, if not most, 
TOdical .staff were totally without psychiatric . 
training. 

The authors note that it was rather strikinq 
to all how "something" appeared to occur in all 
caies Where the consultant team became involved 
directly with the patient, state psychiatric 
hospitals have traditionally provided custodial 
care. Any individual or team effort to provide 
concentrated individual attention to these 
patients receives a very positive-response. Not 
only IS a very positive response achieved from 
the patientsi.but this phenomen in turn provides 
evidence to the regular medical "Staff that 
positive steps as those provided by the psy- 
chiatric team. can indeed make a significant 
impact on th6 entire negative atmosphere of the 
institution. 

Finally, the psychiatric team, despite 
numerous prol^lems , developed strong and worth- 
while relationships with patients, performers 
and hospital administrators. At the conclusion ' 
of the psychiatric team effort and-study, the 
regular hospital staff had taken over and were " 
conducting the necessary training t>rograms 
themselves . 
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A Spy In the HouB^e of Medicine by George A. 
Silver, Aspen Systems Corporation ^Germantown , 
Maryland, 1976, pp. XI, 309. 

The author believes tha^ the existing system 
of medical care in the United States does 
function, although' he points crut the serious 
problems which have been allowed to develop and 
which J:end to threaten its viability. Silver 
pinpoints the issues he p^erceives -as problem 
' areas and advances a number of suggestions which 
\could lead to solutions. A strong emphasis is 
placed on the human as opposed to the te^chno- 
logical side of medical care. There is a broad 
discussion of financing and reimbursement, 
hospital cost containment, the rise in medic cd 
care demand, the lack of access and availability, 
medical education, role expectations- vs. the 
job, indicators of 'quality control, the organi- 
zation of health services, federcil involvement, 
and national health insuramce. 

For our purposes we will concentrate on .the 
author's discussion of health manpower includ- 
ing the physician and non-physician health care 
personnel . 

The author highlights the very substanticd- 
increases over the last fifty years in the use 
of allied health personnel. He makes the point 
that the staff -to -patient ratio has increased 
by over 50 percent in the past 25 years. 
Silver makes a strong point in noting that the 
substantial increases in allied hearth manpower 
in a rather haphazard fashion wiAout .regard to 
significant reform in either task distribution 
or job descriptions is very difficult to correct 
oiTCe the practice has gained a significamt 
foothold. The author believes there is a 
definite need to move health manpower from in- 
patient facilities to outpatient se'rvices and 
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_that this move could be roost productive in 
providing better and more quality services in 
places where services are now in short or in- 
adequate supply, one prime example used by the 
a^thor IS in the area of mental health He 
believes that far too many individuals are in- 
patientsin mental institutions. "Community 
ambulatory services, foster home^are, cottage 
, parent approaches, etc., would provide for more 
-suitable, satisfactory, human treatment, as well 
as socially desirable and useful activities for 
those who are mentally and emotionally dis- 
turbed." The author fojrcefully makes the f^oint 
that community mental health centers are not 
properly staffed with outreach capabilities 
sufficient to provide the assortment of mental 
health services required in the community 
Patients who a^re released from in-pat'ient mental 
facilities do not have the required amount of 
outpatient support. Far too often the result 
IS mental patients "half dazed with drwgs", 
roaming in the community without proper super- 
V3.sion, observation and the social services 
they Require . 

The author makes a similar analogy with re- ' 
spect to short-term gene'ral in-patient utiliza- 
tion. He believes far more ei^hasis should be 
placed on providing well staffed community 
services for ambulatory care. 

Silver does emphasize the dangers in- releas- 
ing inadequately trained "passionately active 
health workers" on the general public. "The 
so-called 'demystification- of medicine, where- 
by people are encouraged to take care of them- 
selves without consulting a physician, is useful ' 
only If those people so encouraged have 
sufficient background and understanding of 
disease, diagnosis and treatment to be able to 
deal with the symptoms in a reasonable, truly 
beneficial way." ^ 
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Physician Productivity and The Demand for Health 
Manpoiyer, by Uwe E. Reinhardt, Baliing^ Pub- 
lishing Company/ Cambridge, Mass., l9iS , pp. 
XXII, 311. • ^ 

The au-thor supports the view that the per- ' 
ceived overall shortage' of medicaX seryjfces 
appears to reflect inefficiencies m the pro-* 
duction of these services much more thcui a lack 
of medi'Cal manffower. A great portion of the 
analysis is restricted to the physician only. 
. The author shows that the physician-population 
ratio in tl^ United States will increase over 
the n^xt ffPbdecades if the capacity of our 
medical schools were restricted to their 1975 
projected levels', ^ffhe author suggests that 
even if there were a shortage of physicians it 
would amount to a short run problem. He would 
attempt to solve this short run problem by a 
continued liberal policy toward the immigrat^n 

• of foreign-trained physicians an'd increased 
efforts to increase the productivity of American 
physicians by the additional use of allied . 
health manpower and a proper utilization of the ' 
physiciams ,work effort.. 

Using productiopVfunction estimates the aut;ho^ 
^hows how average physician productivity could 
be increased between 3D and 50 percent by 
increasing allied health manpower support staff 
from 1.75 aides per physiciam' to an apparent^ 
optimum of four.^ Physician' productivity was 
measured by rates of patient visits or patient 
billings. 

The author discusses the policy inplications . 
of his analysis by outlining two, extreme posi- * 
tions with respect to. the formulation of health 
manpowei: polidy,* First, the; economy could ' 
, prodXice additional medical training facilities 
to increase the number of active health 

• personnel, particularly physicians. The end 
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^ result.* would- be iticre physic^ians, perhaps.. a ^' ^' 
surjjilus, and a tacit notificfation of the health 
industry's current policies o'n the utilisation 
- of^facjjLlitie^ and manpower- ' , . * ^ ^ 

* The extreme to this p9sition' wouTd be the^ ^ 
^velopment of health .care an« health manpower ' 
\ ^licies ^"aga>nst the standard*^ some precon- 
ceived ddfeal health-d^ivery &ys„tem and 
consciously seek to drive th^ health-care **, 

\s^gtor toward tj^is ideal, i^^tha^ sector cannot, • * 
be" expected to do go on its own volition."'^' The 
'attainment of 'Wiis goal would 'probabM^ fe^d to 
direct fedeiral or state^ ;:egulation oTliealth ^ 

. care providers. .The author men ti otiose veral . 
argj^ whe ire ^thiS regulation might be Effective ,JPV|^ 
i.e., mand|^ng .regional networks of health-care 
facilities, ^pptimal staffing patterns "for health 
care, providers; fed monetary incentives used to* 
encourage healt^ providers to adjust utilization * 

*^d^ health' maaf)ower along lines consistent with 
national policy. 

A central' theme running throughout this study 
is to underplay the traditional emphasis qi^,the 
supply of physicians or^o^his'^r health manpower 
^ and* concentrate ^utore on /'the d^ermTnants of 
. the dAiand. for physiciar^-suppo^ personnel. " ' ' » 
.The author place$ strong en^ha*s^n educa- ' 
ing. consumers on the benefits of task delega- ' 
tioh and the-e-limitiation, of the "existing legal' 
constraints pn the utilization ojT allied --h^e^th 
manpower.* , * * 

♦ " . ' * 
Finally,, the author* does stress th^ probable 
need to place ^economic and legisltfti^fe" pressure 
on physicians- to organize their offices and the 
. general delivery of^ealth cares in modes that 
* will be iripre -eco-nomi^^y sound. ^.T « 
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"An Overview of Primary Health Care," by 
John Fry. 

"A Evaluation of an Aibul^atory Medical -Care 
Deliv^ryllystem," by Si(Siey Garfield, 
Morris F. Collen, Itobert Feldman , Krikor 
SoghikJI^^ Robert H. 'Richart, and Jarae^ H. 
Diincan . ^ 

'Productivity of Wotnen- SiysiciAns , " by 
Marilyn Heins, SuJRfemock, Jennifer Jacobs, 
^Margaret 'stein ij^... * * ^ 



e Volume^of Care Provided* in Heedth Care 



Settings under Medicare," by F^d J. 
Hellinger. 

"Contribution of a Nurse Clinicicin to Office 
Practice Productivity:- Coirparison of Two 
Sole* Primary Care Practices," by Geraldine 
Holmes, George E. -Livingston and Eliza^th 
Mills. 

"Hospital Cost Inflation and Physician / 
Payment," by Irving Leveson and Elizabeth 
Rodgers. . 

"Nurses and T^ada- Unions in Britain," by 
Susan Scott Lewis,, ' 

' "Market Striictu're, Non -Pecuniary Factors, 
and Proferssional -Salaries : Registered 
Nurse^|kby C)^Ies R. Link and John p. ^ 
^LandprTr* 



"U.S. Health -Manpower Polfdy. Vin +ho • 
Benefits Justify the Cost^'^^ jiL^' ' 
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Howard Bimbaum, "Career Origins , On-The-Joh^ . 
Training and Earnings," Southern Eoonomio > 
Journal, April 1976, pp. 5'87-599.. 

• The author asserts that different "job exper- 
iences" obviously result in different types. and 
anovlnts of on-the-job experiences, ai^ this 
article is an attempt to clarify the nature of 
the differential effects of alternative jdD ex- 
periences by examining the effects of career 
,origin<)n the acquisition of on-the-job training. 
A central hypothesis is thati," failure to stand- 
ardize for career origin incorrefeU^attfibutes , 
earnings differentials to^differences^ in -formal 
education, rather than differences in on-the-job 
training. 

Appropriate evaluation &f the effect of the'' 
job structure can occur only after the meaning , 
of job experience is 'understood . As a first 
step this article develops an analysis of career 
origins as a measure of the effect of the -job 
experience. Then a categorization of- job ex- 
perience is developed. And finally these cate- 
gories are used 1:o suggest the potential limits ^ 
which the job experience may place on individual 
' training and labor market experiences. 

The specific hypothesis tested was that tlve 
position of the individual's^ first job with ■ 
. respect to four job-sectors affects his later 
■ earnings;' and since earnings are assumed to.be - 
at least roughly relate! to skills, th? individ- 
uals who have nore of^ opportunity to acquire 
and use these, skills will receive hi^er 
earnings. Through regression analysis t^e 
economic significance of sector variables 
■ support's the argument that starting in the high 

and -median Skill sectors is positively asso- 
, ciated with earnirngs, relative to .starting m 

jobs with less opportunity for training^ and 
- promotion. ^ - • ' 



ERIC \ - 5o 



A8 



In conclusion the article argues that failure 
to account for on-the-job training, for which 
career origins is a proxy, will tend to over- 

■ stkte the returns to ecJucation. The- author 
notes that the econometric results suppprt 
this argument by indicating that if an indi- • 

■ vidual's career origins are, in an occupation 

,.. which provided access to generalizable skills, 
_ the individual's earnings in all later occupa- 
tions will be higher for a given level of educa"- 
tion, race, etc. ■ , 
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Bonnie Bullou^, FN, PK.D. , '"The. Law and^The 
Expanding Nursing Pole/" Air}erican Journal of 
^ii>lio Health, March 1976, pp/ 249-254. 

this article traces the leg&l* stages of 
licensure of nurses, from the^ early 1900 's to 
^the pijesejit whan the role of registered nurse 
is changing rapidly as piany nurses take on 
expanded ^responsibilities in both acute and 
primary settin'g?. As background the author 
notes the psychological barriers to the 
ejipanded role of nurses, resulting frpm the 
difficulties nurses experienced in seeing- 
themselves as decision makers in the diagnostic 
and. treatment process. Added to these psycho- 
logical Carriers were some very tangible 
barriers ih the 'form of the state nurse 
practice 'act:s. 

The first phase* of action occurred in the 
20th centu(^y when nurses' actively campaigned 
for. state laws to register 'trained nurses in an 
effort touring some order into a chaotic educa- 
tional system and "to differentiate the trained 
nurse from*the untrained, 'State licensure'^ 
seemed^ to be a reasonable mechanism for achiev- 
ing these goals , following the pattern of 
physicians. subsequent licensing acts for 

other health workers were^ essentially amend- 
ments to thfe medical practice acts. 

The first nurse registration act" was ^passed 
by North CaroliTia, in 1903, and three others » 
were passed in the same y^ar. By 1923 all 
s.tates hkd enacted nurse licensure laws, but 
none" of these acts ^included a definition of 
nursing in terms of the scope cEnd practice of 
the professipn', - , ^ 

the second phase' of nursing .licef^sure began 
in i9,38v when the first mainda to ry practice act 
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was passed in New York. Thifs law established 
two levels of nurses, registered and practical, 

' and restricted nursing functions to members of 
these ^tvjp groups. The American Nursing Associa- 
tion adopted a model definition of nursing, and 
this became the basis of many state laws. 
However, the clear, prohibitions in the majority 
of the state cursing acts independent diagnosis 
and treatment were a_ si^nficant barrier to th^ 
developmer^t of expanded, roles for nurses. 

• * » 

The third phase begafT recently* and dui;ing the 
past five years 30 states have enacted amend- 
ments to their nurse practice acts to facilitate 
nurses taking on diagnostj.c_ and treatment 
functions. There are still 13 jurisdictions 
which have statutory prohibitions against nurses^ 

-diagnosing and treating patients. 

There are at least four different approaches 
^ which states have taken in openj.ng up the. ^ 
nursing role, but a;ierall, they Have acted as 
a stimulus to the developrr^nt of nurse 
practitioners. Despite t^e many gains, 
numerous legal issues and problems renaih to 
be confronted." 
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John Fry, "An Overview of Primary Health Carer" 
International Journal of Heal fn Services] Vol. 
6, No. 2, 1976, pp. 309-314. 



The main hypoth^esis is that most hospital care 
is not necessary and can-be replaced by private 
health care. First, primary health care mky 
take the ^orm of sel f-caire , ' if indeed th^^^ 
pxiblic knows how to take caire of it. Secondly, 
wider use/' should be made of vertical or hori- 
Eontfcd primary professional care administered 
by phy^lpiians and other health personnel. 
PrimaryTvecdth caire As not- a monopoly of the 
general ^'t5racti€ioner, the speci^ist, the ped- 
iatrician or the internist, it is shared by 
nu/sefs, social workers aind many other profession- 
ally groups. Much of the traditional health care 
can be carried out by medical assistants, nyrse 
practitioners or others. F6r a long time in 
both Africa and India, medical assistants have 
provided medical care for the villages. Ib 
China, the now famous barefoot doctors, with 
little training, care for villager^. In Czari^st 
Russia, Peter the Great introduced (the 
feldshfers to help in the army because there 
we« no physicians. In Canada, at McMaster 
University, an experiir^t showed that a nurse 
practitioner can accon^lish many of the nedical 
tasks that traditionally belonged to the 
physician. In the United States, somewhat 
begrud^ingly, primary health care people are 
corfsidered to be not ohly the physicicms but 
also the nurse practitioners and other health 
personnel. In Brit'ctin, under the nationa^l 
health system, the general practice i's comprised 
of h6me nurses health 'visitors and midwives. 
Slowly the non-physiciaois'are getting, more and 
* more responsibilities and doing more of the work. 
The replacement of many tasks of primary -head th 
. care from the physician to the non-physiciatn and 
other headth personnel may.fmpair employability 
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of today's nedical student. Therefore, there 
an urgent need for a reexamination of ^TtT 
personnel requireinents for th^ 1930 's 



Sidney R. Garfield, M.D., Morris F. Collen, M.D.r^ 
Robert Feldman, M.D.r Krikor Soghikian, M.Q., ^ 
M.P.H., RDbert H. Richart, Ph.D., and Jairves H. . 
Duncan, B.S.I.E., "An Evaluation of'an Aml^latory 
Medical -Care Delivery System," "Hhe Uew^ngland 
Journal of MedicrLne, February 19, I9l€7l^^' 426- 
431. 



*The authors of this article are all affiliated 
with the Department of Medical Me^ods Research, 
Kaiser Foundation Research Institute and Peman- 
ente Medical Group, an orgainizatsl::^- that has 
spearheaded private prepaid health plans. They 
note that all the new approaches to the delivery 
of health, services focus on "the elimination of 
fee-for-service financial barriers in order to 
assure ac<ress to care for the sick. ^However, 
these approaches invariably resulted in a para- 
dox; ^J^he/^iypaired ,the very . accesK they were » 
meant to aa^re „ because they inherently pro- 
duced increased demand, inflationary costs and 
maldistribution of physician services. " 

Tb eliminate this paradox^ the authors designed 
a medical care delivery system that would re- 
lieve the irr^aii^ed access to care. Two basic ^ 
chaitges in the traditional delivery syst««v were 
made. 'The first was a method of access through 
a paramedically-staf fed health-evaluation 
service that, with minimum physician involve- 
ment, can separate the users of prepaid services 
into three coir^)onents : the well >and worried 
well; the asymptomatic sick; and the- sick. The 
second, change involved an appropriate service 
to receive each of these components: a health 
care service, staffed by paramedical staff, for 
the well and worried well; a preventive 
maintenance service, staffed by paramedicals , 
for the monitoring and follow-up observation^. of 
the asymptomatic sick; and a sick-care service 
io which physicians tend those affected by '^^ 
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acute or other chronic illnesses. 



This new system was instituted at the Kaiser- 
Permanente Medical Center in Oakland, California 
and by using a sample of 4369 patients, it 
was compared with the traditional delivery 
system. Analysis of the records indicated a 
savings of 0.50 physician hours and $ 28.21 of 
physician costs per patient in the entry 
work-up process, an average skiving of about 
70 percent^ In^ additicfti the new system 
provided access to new patients within 24 to 
48 hours, as ^ compared to six to ei^t weeks 
for a new appointment in the trajditional system. 

-Such an experiment is vital to the utiliza- 
tion of manpower in the health care industry. 
A significant saving in the scarce resduj;^©, 
physicians, is indicated. While the authorS 
contend that the concept of the new system 
appears to be" transferable to most forms of 
practice ,* many ij;iore experiments with this con- 
cept should be conducted in order to confirm f 
this contention. 



Marilyn Heins , M.D.; Sue SrnSck, M.S.; Jennifer 
Jacobs, M.D.; Margaret Stein, "Productivity of 
Women Physicians," Journal of the Amrioan 
Medical Association , October 25, 1976, pp. 1961- 
1964. 



The main hypothesis of the analysis is that 
the're is no difference in productivity between 
male and female physicians. The analytical 
study is based on 87 randomly selected women 
physicians in ir&tropolitan Detroit. To date 
there are 50,000 female physicians in the' 
United States; and in 1975 one out of every fcxir 
freshmen enrolled in medical school was a woman. 
Therefore ,* in a few years hence, one-fourth of 
all physicians will be a female^' as compared 
with only S percent^ today . The median age of 
women physicians is about 46 years, about 
- one-fourth have^a pediatric specialty, and 

another quarter ^are in genejral medicine. There 
are few (6 percent) in surgery. 

The survey found that 84 percent of the women 
physicians were working as physicians at the 

'time of the survey. About 6 percent were 
wojsking part-time (more than 20 hours) , and 
only 4>percent wo^rked less than 20 hours. 

« Four-fifths of all w(|)men with children under 
^18 worked full time. Child care has a small 
effect on the productivity of the majority of - 
women in the sample. Contrary to other 
studies^ it is shown here that womeo physicians 
have worked continuously for about three-quart - 
quarters of the time since graduating from ^ 
medical school. Short-comings exist because, 
besides the partial household help some women 

"get, three-quarters of the women from the 
sample do all the cooking, shopping, child 
care and money- management in the household. 
While the productivity of women physicians is 
high, the problems facing -the female physician 
^ (being a wife cqicS. mother) are still as stringent 
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as before. More of the coitmen;fes rece^-ved in the 
sainple indicated that wosy^ the women found it 
vfery ^iifficult to cope w/th both their profession- 
al and their family interests. 

Now that we are approAching the stage when 35 ' 
percent of ail doctors will be female, the 
assumption that only women have the responsir 
bility of household maintenance should be 
dropped. Instead, the responsibilities of 
household tasks should be shared by both 
husband and wife.' The conclusion of an article 
by Jussin and Mueller that women work two-fifths 
fewer hours in their lifetimes than men as 
shown by samples is refuted, and it is asserted 
that the productivity of women is not itnich 
ciifferent than that of male physicians . 
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Fred J. Hellinger, "The Volume of Care ProviSed 
in Health Care Settings under Medicare 
Atlantic Economic Journal, Spring 1976, pp'. 54- 
60 . • > , 



The hypothesis is that there is a certain 
degree of substitution among health care facil- 
ities. A study by Davis and Russell shows that 
the demand for outpatient cafe is a function of 
the price of inpatient care and the price cf 
outpatient care ani ather variables. Davis and 
Russell found a very high 'elasticity of demand 
* for outpatient care (0.85) with respect to the 
price of, inpatient care; when the room charges 
are included in the inpatient price the elasti- 
city is at least 1.46. ^ 

- The author examines the substitution and sees 
some problems with pricing. An atteirpt is made 
to angwer the cjpestion of whether national 
health insuramce should cover extended care 
facilities, outpatfient, and home health care. 
In order to determine this it is necessapy to 
know the substitute availabjLlity patterns which 
would emerge', from a national health insuraj^ce 
plan. The model used is for 1968 (after Medi-* 
care was- implemented) , and the findings are that 
there is, a significant simoiint of substitution 
between extended care ^facilities and short-^erm 
hospital care. seems that the rate of avail- 
ability of hospital beds will hctve lowered the 
use of extended care facilities b^caijse ♦ 
physicians ar^ less inclined to transfer' a 
patient out of the hospital if it has 
• unoccupied beds. The biggest 'problem is to 
determine how new Koine health care is 
affected by coinsuraince ^amd how it cam affect 
extended care facilities. Home health caxe jpiay 
. meSi- many things , sxidti as attendance by a nutse 
if the patient is helpless, or home <risits by 
any other allied health professional'. The^ 
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average number of visits may be meaningless. 
•Intuitively it is knovmithat home aealth care 
IS thejgieapest form of,He-^lth care, but the • 
"^mF ^^"^^"^ whether i^t can satisfy the 

- . nlecfSff the population at larg^ especially ^ 

the elderly who need medical care, in the • 
final analysis, there is little o'r^^no price 
/substitution between "outpatient health iare , 
home health care , -short-term health' care and 

- extended care facility" use .' TJiis ,is so 

^ because Medicare covers only part of xDutpatien^ 
. and home health care. Yet there, is no way to 
-know h?.w much Medicare provisions really 
• influence this cha/ige. - > 

The argun»nt is that physicians are lelS ' 
concerned with the price effect, and more 
concerned with the availability of hospital 
. and extended care facility bejis.' It^seems ' 
. that out^ati^n# and hdme health care are sub- 
. stitutes for short-term health care and « 
. extended *are faciliti^ ,' but that they cannot • 
be affected by price, if. We could distinguish- 
between net costs to the patients „ th^ price 
elasticity of a«bsti<tution could be realisti- ' 
cally ^etermin^d. As it st^ds , the price 
itse^lf d<^s^ot ^gcessarily influence 
demand for' home health care- versus shof^te'rm 
• hospitals And extended care facilities.- The " 

Conclusioa is'^hat the coveyag^ of outpatient 
\- nyrs^ng home care b^^ 'Medicare has resulted in 
increase of overal'^ costs> but a decrease -in" 
.«tthe uSe of short-term hospitais. 
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/ Gereddine Holmes, George Livingston and • 
Elizabeth Mills, "Contribution of a Nurse 
Clinicicui *to Office* Practice Product^ivity : 
comparison of Two Sole Primary Care Practices,"* 
Health Service ResearsMh, Spring 19^76, pp. 21-33. 

Because of a desire to learn more about/the 
impact of nurse clini^cians. on the availability 
.of 'p-rimary ^care service Kansas/ a se/ies of 
'productivity case studies "was initiate^^.in the ^ 
summer of 1974. In the case study repbrted in 
this article, productivity was assessed in two 
solo-^physician practices, one with only a nurse 
to assist the physiciam -(practice I) and the 
other with a nurse clinician* in addition to the' 
i^istered nurse (practice li) . The comparisons 
^phasized are (1) 'the different roles of the 
nurse^ in practice I ^IJ^he. nurse clinician in 
practice fEA ^^2) the Ifcype of patient services 
. each professional provides; cind^(3) the produc- 
tivity of -each practice, measured in terms of the 
number of patient visits processed during a 
standard time period. 

' The two practices were eimilar in the ^istri^- 
. bution of patient j5roblems presented and in^the 
demographiiFt socioeconomic , and racial ct^racter- 
'istics of * the patient population served. The 
researchers ^fLle.cted data in each practice for 
12 consecul(iW workdays, and the irte^llfod involved 
timing kll office activities of the physicians, 
the nurse clinician ai:id' the nurse, and coding 
the data in predetemi/^C^d categories. 

.TTie nurso. cliniaiani s ^imaryVi^esponsibil^i ties 
involved'mamaging ' selected types of pa^tient 
visits independently, while 'the nurse in practice 
I was responsible for the performance of * 
rautine nursing tasks, bookkeeping, and office 
' maintenance. 'The nurse spent^only 15 percent 
\ , of her day, in direct patient contact, conpared ^ 
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to 48 percent for the'nurse clinician.' AlJ«Dst 
75 perdfent of the problems handled alone by the 
f Jl^""^^ involved a scheduled procedure and no 

-|grtif leant evaluation of the .patient 's problem; 
»r the nurse clinician the comparative figure 
5as only 15 percent. 

The dai suggest that the nurse clinician 
^ntributf^substantially to the productivity 
,cff practice ll; arTd in addition, by seeing 
patients first the nurse* clini£ian saved the 
physician ti^. D^fepite th^fact that 
^ physician I spent more time in' direct patient 
contact (64 percent of his day) ^ln did 
physician (56 percent 'of his ^jfi the 
former ^aw fewer patient^ a" 'day becjlse he ' • 
spent more time in c6nversatii)n with patients, 
hi^ory- taking, and patient education or 
counseling. > When only visits- managed indepen- 
dentlit by the nurse clinician are counted, the 
projected difference in aiinual. prodifctivity is 
1848 patient visits', or 20 percent. ' When all ^ 
visits are used in the calculation the ^'r^jected 
difference m- productivity is 2856 P^U^t 
visits, or 31 percent. The evidence ^vti'lable 
indicates that the nuxse clinician in practice II 
increased the pro^ucti^iti^ of .the practice 
without increasing costs to patients. She has 
been well accepted by patients, and £he quality 
of patient care has not diminished. 



J 



ERIC , . » '61 



Irving Leveson and Elizabeth .Rodgers, "Hospit^al 
cost Irtflation and Physician Pa^inent,^' Amincan 
Journal of Economics and Sociolggy , April 1976, 
pp'. 161-174. / , ' 
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^ This is 'an e5q)loratory analysis of the 
physiciam revenue maximisation hypothesis. Ah 
attempt- is ma'de to e:q>lain why hospitals costs ' 
ar^ 20 times the level of 1940. It is shown '-^ 
that the marginal product- of physicians, ahd ^| 
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consequentTly income, 'can be increased by 
increasing th^ utilization* of allied-health 
personnel cind in trQc^'cing ^ technology and 
equipment, and other ancilliar^^ services. ^With 

» increasing health' insur^ce coverage, the 
tendency is to«increase hospital services. .•^'^ 
Hospitals pe2;fdr^ serviSces foj whi^h the. * * 
physiciatcM-S paid, thusi furthering the. income 
bf -physiciarts^. .The argument is that when the-^ 
pt^ysiciaR-wprks for a^fed^rather than a salctry*, 
there is .a tendency to ^usj^ for the i^se of more 
.non-physician la£or .amd more technology. For 
'physiciams^ thi6 i^ an external ecipnomy and, 
internalized, increases their incomes. .The 

*^xhain ' implication is that a physician should be 
divorce^d from tjp^^ ijiamagerial decision ma3<lng 

•on the gicowth of hospital services and- tech- 
nology because ^it is '^self*-serving. Vfhen 
physiciams do 'not exercisjs primary direct 
cofitTOl', as in HMO*s^, costs arj| kept dbwn . 

• ^Iffhen productivity does not ino^rease at the 
^same-'^ace w\th wa^s or when a* factor of |5ro- 
duction such as l^or is* used more, or is paid 
more than i^ is used, f)rices increase. Over 
the last two dec^des^ wages of allied health 
personnel increased faster tham j^ages for aom- 
j)5l*ative. occupations in other industries. This 
happened simultaneously with increases" irir, the 
average sj^ills bf health personnel and ain in- 
crqai^e of capital per patieitt, but no^ an 
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mcrease of staff per patient day. 

Based on the' physician revenue maximization 
hypothesis, the general conclusion of this * 
analysis is that the rate of inflation in 
hospitals is directly asfiociited with the typ^ 
of -institutional arrangements. The cost of ^ 
hospitals tends to be lower when physicians 
do not control the hospitals. When physicians 
contr^vt^e administration of health providers, 
they ^aim^jfor more'allied health personnel to 
do mo2?§"of the physicians'* ^ork for which' 
physicians are paid, for more equipment tha^ 
allows for more patients, and for higher fees 
or salaries. 



Susan Scott Lewis, '^Nurses and Trade Unions in- 
Britain," InteimaHonaZ Journal of Health ^ 
^Services ^ Vol. 6, No^ 4, 1976, pp. 6^^49. ' ' 

Noting the poor pay and working conditions of 
nurses in ^Britain, the article pr^»ents in detail 
the failure of the organizations represehtiag 

' the nurses to negotiate reasonable wages. A 
number of factors contributed to the failure- of 
the Whitley- Council negotiations ^ the past. 

, The Health Service trade unions*^ are poorly re^ 
presented on the Qouncil^. They 'are not united • 
and largely hatVi^rrght-wijag 'leadership and 
.policies. VocalRjnal and professional aspects ^ 
of nursing-homes, in the past, have been presented 
in' contradiction to trade union activity and ' 
political consciousness. And the facit ^that " 
nurses are predominately, women lacking In trade 
union organization^ has militated against 
success'fxil negotiations. - - ' 

The author 'describes in detail a series of 
events, including strike actions^ by hurses during 
^ 1974,^ which led to a substantial pay raise. The 
award amounted to ^an extra 170 million pounds to 
b^ «pent on nurses' wages per year, and the re- 
sponse of the unions wa's a qualified acceptance. 
Although a target salary of 3,000 pounds per 
Veat was reached for ward sisters, soine studeat ' 
^iurses^ received^ increases of only 5.6 percent, 
giving them a salary of between 1,125 and 1,323 
pounds a year. ' The Unions continu|d to negotiate 
for increased salaries for the Idwer-paid nurses, 
a reduced working Week, a ban on agency nurses 
in th^ National H^lth Service , -improved accofno- 
dations, increasjed 'special-duty payments and 
total 'abolition of spiit-shift working. _ * 

There were many positive aspects of the 1974 
. pay canp^ign. The whole question of the deteri- 
orj^tion'of the NHS and its need of additional ^ 
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funds was highlighted. Many nurses joined their 
trade unio#i, ajid many already unionized aligned 
with the workiTig. qlasTs to defend the" concept' of 
a, fuTly socialized system of health care. 
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Charles R. Link and John H. Landon, "Market 
Structure, Non -Pecuniary ' Factors , and Profes- 
sional Salaries: Registered Nurses," JourKal 
•C'f Eqoko^Ics end BusiKsss , winter 1976;; pp. 151- 
' 155. 

' The principal goal of this aVticle is to test 
.the hypothesis that the wage rate for a standard 
grade and "Quantity of labor -will tend to vary ' / 
directly With the extent of product -market 
power — I.e., the inelasticity of product: demand 
facing the firm — and inversely with the extent 
of monopsony power — i.e., with the inelasticity 
o'f^ supply of labor to the firm. Since in the 
hospital industry rrbnopoly in the product - , 

market is likely to coincide with monopsony in 
the labor market for nurses, the authors have 
selected this as the ideal place to test this 
tradeoff. - 

The authors describe their study^as unique in 
sey^ral ways: (1) st?arting salaries, rather 
than average salaries are errployed ; (2) sepa- 
rate analyses are made on baccalaureate and 
* diploma nurses; {2} con^^entration is measured 
by an entrophy index as we'll as the tradition- 
al concentrat'ion r^tio; and (4) data from' 
individual host)itals instead of average data 
from standard metropolitan statistical areas 
*^ are qtilized. A survey of 520 hospitals was - 

conducted in No'vember 1973, and in^the^final ' ' 

. saii?3le 3i*'^hospitals were included.' * T>ie sanple 
was drawn from bo^ large and small cities,, and 
included the ma3or categories of general * ^ 
-service hos|>itaj^ . 

, The influenp^s of monopsony on hospi'tal 
nurses* salaries were estimated by ordinary 
lea^t squares. The dependent variaLbles were 
the starting^ annual salaries of registered ^ 
, "nurses with a diploma and of registered nurses * 
with a J^accalaureate , bot^ with^o previo'us 



-experience-. The independent variables used 
were: entropy; type of hospifal; manufacturing 
hourly wage; cost of living; region-; and non- 
monetary hjenefits. The results illustrated a 
strong and systematic negative relationship 
between nurses' salaries and the degree. of 
monopsony; and this relationship held even when 
such other considerations as type of hospital,- 
area salaries, price index and nonmonetary 
.factors are included in the earnings equation. 
Clearly there are other market factors that 
_ may. be inportant. The authors recognize this 
at the' article's conclusion by indicating that' 
a coitplete model of the nur-s^'labor market 
should include such factors as -unionization , 
-the presence of hospital associations ,- and 
■Wious other dimensions of supply and demand. 



John H. Morrow' and Arch B. Ec3wards^ "U.S. Health 
Majipower Policy: Will the Benefits Justify the 
Costs," Journal of !4$diQal Eoonorrics , October 
1976, pp. 791t805; 



The author of this article question the 
United 'States poli-cy on health manpower, by ^ 
indicating that inore manpower in the health 
field IS being "purchased" at-'a high cost , ^ 
while the resulting health benefits to the 
nation are likely to be negligible. 'The current 
n^ional policy is to esqp^r^ as rapidly as 
possible available inanpower in the health field 
on the assumption that this will insure better 
health for the American people.- 

The article notes thafe under current policies 
the physician to population ratio will be 
50 percent higher in the year 2000 than today's*^ 
ratio, but at a -cost of diverting another *' ^ 
4 percent or more of C^P from other purposes 
into health care. However, there are strong 
indications that only marginal benefits, if 
any, in the overall health of the American 
people will r^ult. HeaJ-th inprovement as 
meaisured by increases in life expectancy has 
some undefined limit, and more personal headth 
services does hot seem to ^expand the limit. 
Changes, in life 'style and i^n the environire^it 
have a more direct effect on health and 
longevit;y -than does an increase in 
'physician /population ratio. 



1 




Taking up the problem of the mal district ion' 
pf health services, and health manpower, tne 
authors note that past increases* in health 
manpower failed to result in -a more equal 
geographic distribution/ and there is no 
reason to assume that future increased will 
y have any other distribution. The authors also 

note that in recent years the number of 
first-year residents J.n family practice 
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programs was far below the nundDer ^required to 
replace retiring general ^practitioners and to 
keep pace with population growth. 

The authors argue that the United States 
adopt policies that reduce the rate at which 
we az» adding to t^e United States health 
nwmpower pool. It is a costly cirid cruel 
illusion that better health will result from 
such a policy. They suggest that the nation 
^reexamine its goals and priorities in order to 

mak6^a wiser decision. 

'' « 

The curticle correctly notes that the inere 
expenditure of funds to increase nuirt>e'rs of 
health manpower is not really sufficient to 
ianpro\8e the overall health of the nation or the 
maldistribution of heeU^tlT resources. However, 
few specific suggestions are made as to what 
policies or strategies should be substituted. 
But perhaps that is due in a forthcoming " 
article. 
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Donald H. Steinwach, Saip sHapiro, Richard Yatfe / 
David M. Irvine, and Henry Seidel, "The ^le of' 
l^ewjiealth Practitioners in a Prepaid Group 
Practice," Medical Care, Fetruary^ 1976, pp. 
95-120. '-^^ ■ ' ■ ^ 

i 

This article pre3epts the first set of results 
of a study of the delivery care ©f a prepaid 
group practice program, the Columbia Medical - 
Plan, where a decision was made to increase 
markedly the use of l^ew Health Practitioners 
(NHP> . The underlying rationale ^for this irove 
was the expectation that NHP would represent an 
economic alternative, without loss in quality, 
to more traditional modes of practice through 
improved utilization of the physician's special- 
^d training and skills. The approach takenT ^ 
was to delegate common ambulatory problems and 
routine physical examinations to the NHP under 
appropriate supervision. This paper provides 
information on oh^ significant segment .of the 
findings, i.e.,, the changes that occurred in 
the distribution of ambulatory care between the 
NHP and physicians over a thr^e-year period.in 
the Departments of r^edicine and Pediatrics. 

During the period^ July 1971 to' June 1974 the 
Department of Medicine made major changes in 
the mix of providers^ starting from a^predomin- — 
antly physician staff and going to a majority 
of NHP. The three years of experienced-showed 
the .following : 

1. The annual number of patient visits per 
FTE physician as a first provider decreased; 
however an increasing proportion of physician- 
patient encounters were with the health associ- 
ate^ as the first provider; 

2. Physicians retained the primary role in 
the diagnosis, l^reatroent, and mciintenajice of 

^nrollees with chronic conditions. 
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^ 3. Health asso^:iates assunrtecT^Xpriinary role 
in the diagnosis and treatment of acute self- 
limited condition and acute conditions for which 
^__thQre. is usually limited uncertainty^ in diagno- 
. sis and are typically responsive to therapy. 

• The Department of Pediatrics paralleled the 
Department of Medicine in the extensive use of 
* NHP in ambulatory care. During the three-year 
period changes in the distribution of ambula- * 
tory care 'between NHP^ and physicians ^accorrpanied 
a greater increase in'the^alth associate staff 
than in the number of pediatricians to meet the 
^eecf of an expanding enrollment. The general 
characteristics of these changes were: 

1. The annual number of encounters seen by 
FTE pediatrician decreased; however, the 
encounters when the pediatriciaji was a second 
provider increased- slightly. 

% 2. Health associates managed an increasing 
pi^portion of all Well-child care and assumed r 
an expanding role in evaluation, diagnosis ^d 
treatment of conjmon ambulatory conditions. 

3. Pediatricians retained a priory role in 
the diagnosis and treatment^ of chronic condi- 
tions dnd 'in the mor^ sertpus acute conditiorls. 

Rough es't^imates were made on the, ratio of 
health ^sodxates to additional physiciafljR who* * 
would have be^n requx^red if there had been^a 
les^^tensive NHP ^rogrami' In adult medicine, 
the ratio was 2.6 health associates to one PTE ' 
physician; in p^atrics the ratio was estimated 
at 2.1. V 
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Paul E . StnLtan and rryl Enos, "Medical Market* 
Performance and Health Maintenance Organiza- 
tions," Atlantic Ecanorriic Journal, Spring 1976, 
pp. 46-^2. ' - ' ' 

^ ' ' . 

The main hypothesis is that HMO*s cali^cpntri- 
bute greatlv to increased efficiency and de-, 
creased co^ of health caf6 delivery. In 1976, 
about $130 billion or 8.3 percent of the GNP 
were spent -for health Qa^re.. In the' 19th century 
it was felt that .education^ is a citizen's right, 
vjtii'le in the 20th century proper health care 
for^everyone is an accepted goal. ,^ 

Govemrt^ent at all* l^vels-;f ederal', ^tate and 
local-has attempted in various ways ^ (Medicare , 
Medicai-d, clinics, municipal hospitals, etc.) 
to fulfill the health care goal.^ Programs 
known degrees of success but the atten$)t to 
.accomplish unusual ^alth care programs throuc^ 
the market has been tfie least successful. With 
the U.J^. institutional approach spme "market" 
'form is more plausibie^^an a "socialized" type 
of healtK^re. This* is why HMO*s respond best. 

HMO's present favorcible and unfavorable ^ 
aspec trg - » ■ On the positive -side, first, HMO'^ 
are "private" with little government machines 
and control. Seconc}, it can be flexible in 
form; physicians may joiA it completely or on 
a part-time basis. Third, the consumer has 
more of a choice: he may choose between a^ , 
private practice an"d an HMO. fourth, consumers 
f4el more secure when they know that ,they are 
completely covered\for al^ their health needs. - 
Fifth, within an H^K), allied health personnel 
can be used more e^ectively wj.th more services 
for consumers at a Tower cost. Sixth, the team 
approach of HMO's allows for iittmediate response 
of specialists when needed. Seventh, an HMO 
has to be responsive to consumer needs be^cause 
they depend on the" consumer for their liveli^ 



TOod, Eight, ^ in HMO 's economies^ of scale can 
be realized. 'Nine, as a response thi federal 
government has rati'fenalized federal fiih'ding ^"^^^ 



^and designed flocal health planning agencies 
[HSA's]. 

On the negative sigle, the AMA beHfve^'that 
physician prerogrativts may be impaired when 
wQAing for 3t salary. Also antics s^ that, 
customers are uhder-Arved because oethe 
.inin|1nal service go^li^of llMO/s and because of 
'shortcomings of mass 'production service. There 

^s rfbre waiting, l^ss personal relationships, 

, and the team approach xs more physiciarf 
©entered than ^patient centered. Often, th*e 
physician 'will work longer honrs ip, 'solo 
practice and physicians^ are still reluctant t^' 
work with assistance of allied health personnel. 

.Finally, HMO's serve only en^loyed cust^^rs 
so tfiat the unemployed and ^therefore thP|oor 

• are unrepresented ,-_makip^ it discriminatory in 
fact, if -not in letter, 

As^in any organization^ ch^^e , the negative 9^ 
aspects -will continue to^lague 'the ilMO'^for 
a., long .time . On bAlan^e, tbe HMQ'p p^rf5^\n 
in^r*ant' servic^aJl^ will tend to decredseor 
at least level costs^o^ health care; indeed, 
their economic feasibility hW airea^ be^ 
established,* " %*W * • 




David Widgfery^, "Uniong and S^^e's in the ' . 
N^ional Health Service in ^Bain," Jn^r- 
^^onal Journ^al cf Health ^vices', Vol^ 6, 
2, 1976, pp. 301-308.^ " 



In this very short article the author outlines 
the origins of the princitai blue -collar a^ 
white-coll ajjj^rade unions in the British I^lth 
Service, and sketches their growth since the 
establishment of the National "Health Service* in 
1949. He traces the strike- actions from tfte 
1970 unoffical stridceo%*anollliary workers to^ 
the^unoffici^ natiorfa ifeustrial actibn over 
working hours^^y junior , hospital doctors, and 
*tresses^the-int:rease in. militancy that has 
spread through |Jie industry, it is argued that 
while strike actions in hospitalT in the early 
1970 's was a novel tactic adopted as a' last f , 
resort by blue-cpl'lar-'workei's pressing fcr ^- - 
wage increases, now industrial action over a' 
wide^ range of politicaL and medip^l issues has * 
-heon taken by all types o*f hospital workers, 
mcj^iding the white -coJ|^ar prof visional . 

The. author's presentation^ is .too bri'^ to do 
justice to^the evolving ' industrial relations 
. system that has c^^veloped {and is still develop- 
^ ing) in the British health care industry, it 
^fails to giVe the detailed, rationale for the 
growth-' aj^militancy of 'the unions^ involved, , 
but thilPKy be due to limitations of space.' • 
- * What may be questioneji, howeveir, is thf author's 
S assertion thkt thfe^ British National Health 

Service is under challenge and' that the. strike 
^ actions by unions are pla^ng a central part in 
^ the national debate over the future of the ' 
service, if this is so, the author knows more 
than^he has told tlie reader* There is little 
in the article from^which one can conclude that 
the strike aofeio'ns of hospital workers are 
significant to the fu^utre of Britain's NHS.' ' 
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